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Record of Changes

Date of original version10/16/2020

guidance Various other clarifications.
Addition of Janssen vaccine informati
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for pregnant women.Clarificationsof
phase populations andpdatesto
allocation strategy.
03/05/2021 | 6.0 03/08/2021 | Updates to Phase 1c based on CDC | MFiscus







Section 1. COVID-19 Vaccination Preparedness Planning

A. Describeyour early COVIDPLY vaccination program planning activitiesncluding lessons
learnedand improvements maddérom the 2009H1N1vaccinationcampaign seasonal
influenza campaignsand other response® identify gaps in preparedness

a. The TDH Communicable and Environmental Disease and Emergency Preparedness
(CEDEP) division served as lead for the 2009 H1N1 Influenza Pandemic Outbreak
response in Tennessee. TDH CEDEP response activities included establishing command
and control, definingommunication pathways, refining surveillance and epidemiology,
revisiting fatality management, expanding laboratory services, coordination of mass
vaccination clinics through local, regional, and metropolitan health departments, hiring
of temporary staff vaccine distribution, tracking doses administered, warehousing and
distribution of medical countermeasures, deployment of personal protective equipment
0tt 90> LINPOSaaAy3a O2yiNIOia oAyOfdZRAY3I GKS
immunizationservices to agencies targeting underserved populations), and
development of mass media messaging and guidance. There were lessons learned and
best practices identified from this response that generated numerous opportunities for
TDH staff to deliver absicts, posters, presentations, and articl&srly vaccine
planning activitiegand lessons learneidcluded:

1 Engaging federal officials from CDC, HHS ASPR, amdRxigion IV states in a
gap analysidiscussiorpertaining towhere the federal responsendsand the
state and local response begins

1 Identification of ancillary supplies (needles, syringes, sharps containers, etc.)
needed to mount a massive vaccination respoasavas most recently
experienced through our muljfear statewide response to hepatitA and2009
H1N1 response.

1 Identification of both fixed and mobile cold chain capagitgccine refrigerators,
mobile coolers, fridge freeze units, temperature data loggets.)to store
vaccine both centrally and allow for mobile vaccinatigeiations in the
communityas was most recently experienced through our myétar statewide
response to hepatitis A and 2009 H1N1 response.

1 Identification of external stakeholders with vaccination response expertise to
best informresourceallocationdecisionsand publicmessaging strategies.

1 Identification of surge contract staffing needs for almost every aspect of the
vaccination response includimdgerical,administrative, clinical, epidemiology,
and information technologys was most recently exgenced through our
multi-year statewide response to hepatitis A and 2009 H1N1 response.

1 Identification of essential elements of information and response metrics that
will be needed to informhe public and locaktate, and federaleadership on a
regularbasis through situation reporig, data visualizatiorand dashboarding.



1 Identification of immunization information system enhancements and a multi
tier cohort ofknowledgeable staff that can operate all aspects of vaccine
systems response from providenrollment, validationyaccine allocation,
reporting, and technical assistance.

9 Conduct outreach to vulnerable populations through Aanofit entities and
update GIS mapping of known vulnerable populations to target vaccine
interventions

1 Identification of proactive administrative preparedness stapd removal of
barriersthat can be taken to expedite procurement, contracting, and allocation
of grant dollars to sulvecipients.

b. The TDH Vaccirereventable Diseases and Immunization ProgfdPDIP)vorked
closely with the Emergency Preparedness Program to respond to the hepatitis A
outbreakfrom December 201-May 2020Q involving more than 3,000 cas&xperience
gained and gaps identified included:

9 TDH Incident Commarfslystem was activateaihd provided a sustained
coordinated response for 18 months.

1 Local health departments were tasked to complete case intervyipegorm
contact tracingand monitoring, and provide individual and public
communicationsand needed to reassign duties to meeetdemands of that
outbreak response.

1 Vaccination strike teams were deployed across the state to reach vulnerable
populations at risk ofantracting and spreading the virus. More than 23,000
doses of hepatitis A vaccine were provided by six strike teamsaarly
233,000 doses were administered by private and public health providers in
medical offices, health departments, jails, prisons, drug rehabilitation centers,
medicallyassisted opioid treatment programispmeless shelters and
encampments, and other locations where those not routinely seeking
healthcare could be reached. These strike teams proved to be a best practice for
the successful administration of vaccirtesat-risk populations.

1l Challenges included individual concerns regarding the vaccine itself and mistrust
of the government, the hiring and supervision of large numbeisootracted
workers, coordination of efforts and communication with metro jurisdictions
that are not under tle umbrella of TDH, and the need for sustained public
communicationaround this prolonged outbreak.

B. Includethe number/dates of and qualitativenformation on planned workshops or
tabletop, functional, or fultscale exercisethat will be held prior to CO\D-19 vaccine
availability. Explainhow continuous quality improvement occgiwill occur during the
exercises ad implementation of the COVIEL9 Vaccination Program

a. With the support of executive leadership in 2018 the Tennessee Department of Health
initiated astatewidepandemic preparedness vanation effort known as Fight Flu TN.
The goal of the effort was to empower each of our 95 counties to build ramot
trusted community partnerships, vaccination plans, trained staff, ahility to operate
autonamously in the face of worldwide pandemithis was coupled with the interest of
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improving vaccination rates and the need to innovate vaccination administration
strategies.

9 On Dec. 52018, TDH stood up 11Points of DispensingfOD% 113 that were
open to the publiqof those 84were walk-through on site, 2ivalk-through off
site,and 8 drive through and 2 closed PODs for special populations and a total
of nearly 4500 vaccines were administered in one day across the 95 counties.
In total over 1,D0 staff were involved in the response effovthich included
not only the vaccination PODs but also 14 Health Emergency Operations Centers
at the state and local levelStatewide after action reporting and improvement
plans were developed with continuogsiality improvement in mind.

9 On Nov. 19, 2019, TDH increased the numbesirafiltaneously opene®0Ds
from 115 to 175, including 156 open PQDkthose 56 were watkhrough on
site, 75 walkthrough off site,and25 drive through)and 19 closed PODs for
special populationgof those 15 were for vulnerable populations and 4 for first
responders)and the number of administered doses of flu vaediloubled to
9,666 Statewide after action reporting and improvement plans were developed
with continuous quality improvement in minddditionally, vaccines
administered during Fight Flu TN were recorded manually into TennllS
(Tennessee Immunization Infoation Systemafter the conclusion of the
event

1 On Nov. 19, 2020, TDddtivatedits public health infrastructure in all 95
counties toFight Flu TNAIlllocal health departments developed platimt
weretailored to accommodate the realities of our cent COVIEL9 response
In addition community healthcare partners, universities, and otheese
engaged in this ondaypreparedness event thdtirthered our movement
toward COVIBL9 vaccine preparedness. K A & & S| NR& SESNOAAS | €
reaktime reporting of administered doses of vaccine into TennlIS through a new
Mass Immunizations Module, whielows for the rapid entering of vaccine
administration data during mass immunization events.

9 In collaborationwith the Tennessee Emergency Management Agency (TEMA)
TDHcreated a series of weilmar-basedvaccination tableop exercisesvhich
were conductedNovember 9, 10, and 1 partnership with our Emergency
Preparedness and Response Headtle Coalition§HCCs) Theobjectivesof the
exercisesincluded vaccine assumptions, logistics, administration, and reporting
and these exercisesere used to educate those involved with vaccinating
individuals through hospitals, employee health, and other partnering
organizations.

I Tabletop exercisesere conducted with Community Health Services week of
November 16, 2020.

I Tabletop exercises have been conducted weekly withlCGnd various
stakeholders including Commissioners, National Guard and Biglavay Patrol
leadershipfi KS D2 @SNYy2NRa /2YYdzyAOF(iAz2ya ¢S YX
These exercises began Mowber20, 2020 and have continued weekigtil
vaccines arrived in the state ensureTennessee is prepared for any scenario.



Once vaccines were deploydtiese exercises transitioned to-5iS S f &
gl aKé¢ YSSUhAy3aa G2 RSUSNXYAYS &dz00S
well as anticipate future challenges.

I Tabletop exercises with TN Department of CorrectimyganDecember 22,
2020.

I The Tennessee Huoital Associatiorbegan participatingn UCG&abletop
exercisesn December 2020.

Section 2: COVID-19 Organizational Structure and Partner Involvement

A.

Describe your organizational structure.

The Tennessee Department of Health is led by Dr. Lisa Pieraapmi€ioner of Health,
who reports directly to Governor Bill Lee. THBHEXecutive Leadershipeam consists of
the Chief of Staffthe State Chief Medical Officdbeputy Commissioner for Population
Health, and the Deputy Commissioner @perations.
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B. Describe how your jurisdiction will plan for, develop, and assemdnteinternal COVIB19
VaccinationProgram planning and coordination tearnthat includes personsvith a wide
array of expertiseas well as backup representatives to ensure coverage

The initial TDH COMII® Vaccination Program Planning Team inclugkednbers of the
VaccinePreventable Diseases and Immunization Program team and the Office of Emergency
Preparedness. Two of tlrepresentativesvere with state departments of health during the
2009 H1N1 pandemidhis team began meeting in laleine2020. In lateJuly2020,

leadership of Community Health Services, which oversees the 89 rural health departments,
was added, as welka representative obur overall COVIEL9 EP Responseamand the

TDH Office of Communications and Media Relatidhsre is enough redundancy of

expertise within the planning and coordination team to ensure coverage in the event of a
f SI R Y S Y ditp thEatinue ii théirkole.

Command Staft
Health Commissioner public Information Officer o
P 2 Shelley Walker -
Dr. Lisa Piercey s
Elizabeth Hart S

Mission Coordination Group
Lead: Dr. Shelley Fiscus, Legal
Dr. Paul Petersen, oLl e
Sean Kice, DACO, ADACO
MO, State Epi CHS
Karen Hyman
Or. Jill Obremskey

Branches

Direction & Asst. Direction &
Coordination Officer Coordination Officer
(paco) (ADACO)

Cassie Jones Cristi Chambers

Emergency Preparedness
Liaison
Sean Kice
Peter Koonz

Vaccine Administration

& Regional Coordination N Finance & o v Provider Long-Term Care
Pl Logistics Operations
) anning s 2 g
Lisa Williams and
e e Administration ey s et Onboarding Facilities
e s Missy Brown Rachel Watkins Dr. Chris Wilson
CHS.Notify@tn.gov

Vaccination Educational 2 < =
! Budget Vaccine Storage Vacdine Tennits Reporting and Workflow
Shile To i Management andHandling  Ordering and Functionality Analys: Efficiency/Team
Keeyona Love Guidance Distribution Davd Baronand  Jacke Logan and Delegation
sitRep Susan Copetand and Usa Dunn Marie Hartel Melisse. sube Shaffner
Paul Taylor Keni Gray-Temmons

4 Vaccine Prebook e
Temperature St and Allocation ;5 FEROURE
VPDIP inbox Monitoring Team Jaddelogan  yp Crocee Provider

Tenalls
Katherne Wrches Onboardi
Paul Taylor Marie Hartel External Data
Requests

C. Descrile how your jurisdiction will plan for, develop, and assembl®&mader committee
of key internal leaders and external partnets assist with implemening the program
reaching critical populations, andevelopingcrisisand riskcommunication messaging

TDH hagonveneda Pandemic Vaccine Planning Stakeholder group which meets every two
weeks and is leveraged to halform allocation decisions, define priority populations, and
identify gaps in knowlege. The group is comprised of more th&0 different offices,

agencies, and departments representing public health, rural health, refagéether

minority populations, legislators, experts in bioethics, medical societies, communications
experts,health @re coalitions, emergency management, and oth&tds grougs alsoused

to vet crisis and risk communication messages. In addition, the Unified Command Group



(UCG) anthe G2 @ S N/ 2 Ndiehigh® €rgagdirbany publiccommunications or

messaging gapaigrs addressing/accinations¢ 51 Q&4 hFTFFAO0S 2F aAy2NARG@
Disparities EliminatiofOMHDEas conducted open weekly virtual stakeholder meetings

since May 2020. The Sta®tan has been presentedultiple times sinceNovember2020
andOMHDEhas arepresentativeon the stakeholder group.

D. Describehow your jurisdiction willcoordinate effortsbetween state local, and territorial
authorities.

Tennessee is laybrid state where 89 of its 95 counties report to the State and six metros
are independent from the State. Tennessee contracts with these six couBhethy,
Madison, Davidson, Sullivan, Knox, and Hamilton) to eonplublic healthactivities.

1 Morgomery | 7 ] r e
a == = \ ‘) Robertson f sumer § Men Lo W Al S
P A / S ey

SR

Tennessee doaot have territorial authorities. Statewide efforts are coordinated through

Ydzt GALX S | 3SyOASa Ayo@2f SR ¢gAUGK GKS {dFdSQa
GKNRdzZAK | 3SyOeé fSIFIRSNEKALIE GKS ! YAFASR [/ 2YYl
Coordnation between the State and local authorities occurs through numerous channels,

including partnering agencies, medical societies, health care coalitions, and emergency
management agencies, in addition to multiple opportunities for partners to participate

calls and webinars (ireekly COVI9 update webinar for clinicians,-bieekly calls

between TDH and metro, regional and local health departmentnthly calls with

Tennessee Hospital Association, long term care facilities, and ofregigent press

conferences that include the Commissioner of Health, and others).

E. Describe how your jurisdiction will engage and coordinate efforts with leadership from
tribal communities, tribal health organizations, and urban Indian organizations.

Tennessee does notkie federallyrecognized tribal communities.

F. List key partners for critical populations that you plan to engage and briefly describe how
you plan to engage themincluding but not limited to:

Pharmades

Correctional facilitiedsendors

Homelesshelters

Communitybased organizationsncludng charitable careclinicsand Federally
Qualified Health Centers (FQHCs)

= =4 -4 4
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Critical populationsre engaged through the following partners, largely through our Stakeholder
Group and professional societies. Shdnclude the following:

a. Pharmacies | K N2 dzZ3 K 2 dzNJ LJ NIy SNA KA LI haveierigagedb t K| NI
pharmacies, especially those in rural areas, to complete the CDC Provider Agreement
and Profile andnboarding process to become pandemic vaccineviglers in their
communities.These pharmacies assist with vaccination of residenksnafterm care
facilities that opt out of the federal partnership with Walgreens and ,@&&ination of
high-risk populationsand public vaccination efforts.

b. Correctional facilities through our partnership within the Stakeholder Group, TN
Department of Correction and the Theriff | a2 OAF GA2Y | NB LI NI 2
procesdor vaccine allocations and distribution to ensuthe population housed in
correctional facilities is included in plannifyisonintake facilitiesare onboarang to
provide COVIE19 vaccine as they have similarly done with hepatitis A vacamevell as
to vaccinate their first responder populatiom@ health care workersAdditionally,
vaccination strike teams will be scheduled to visit jails and other congregate care
facilities to ensure these populations are provided the oppnitiyito receive vaccine.
During the hepatitis A outbreak, strike teamhslivered hepatitis A vaccine in all county
jails across the state at leagice, if not on a recurring basis. We will leverabis
model and the relationships built by local public healthirtplement the same
vaccination outreach.

c. Homelesshelterg through our partnership with the TDH Office of Disparities
Elimination, strike teams will be scheduled to visit locations where individuals
experiencing homelessness gathBuring the hepatitis A outbreak, strike teams
prioritized homeless shelts as one of the target sites for providing vaccine outreach.
We will leverage the relationships built by ourdbpublic health during this response.

d. Communitybased organizationsthrough our multiple partner agencies, community
health centers, federalbgualified health centerdhospitals, home health agencies1K
schools, institutes of higher education, large corporations, urgentaligsits, and
private medical providers are being onboarths pandemic vaccine providers.

Section 3: Phased Approac h to COVID-19 Vaccination

A. Describe how your jurisdiction will structurtae COVIEL9 Vaccination Programaround the
three phases of vaccine administration

Phase 1Potentially Limited DosesAvailable

Phase 2: Largdlumber of DosesAvailable, Supply Likely to Meet Demand

Phase 3: Likelgpuficient Supply Slowing Demand

After careful review of the CDC Ple}ybpi‘)ld( S blrdA2ylFf 1 OFRSYASEAQ 2F {O
aSRAOAYSQa CNIYSg2N] T2 NI \Bcugthé te@mrBendatiois®fOl G A 2 v

11



the Advisory Committee on Immunization Practices (A@He) discussion witthe Stakeholder
Group, TDH leadership, and the Unified Command Group, the following structure has been
adopted for the allocation and prioritization of COMI®vaccines:

9 Pfizer accine:At the onset of the respons@peration Warp Speed (OWS) required the
GLINB AAGA2YAY AE oeTay (975\0sg AT diVK 2 F{ G 1SQa £ €20
vaccinewith delivery scheduled to occur between the time of the Emergency Use
Authorization andthe release of recommendations by ACAB.the allocation of pre
positioned vaccine couldnly involvesites with ultracold storage capability, the
presence of which isneverly distributed across the state, TDH elected to-position
the minimum of one tray at a TDH location where it could be maintained in-cifich
A02NF 3S gKAETS GKS NBYFAYRSNI 2F GKS {0l 0SQa
Tennessee. TDH maintained possession of the tray of vaccines until the remainder of the
vaaine shipments were confirmed to have reached their destinations in good condition,
and thenthe tray wasallocated to an underesourced hospital that did not have
enough Phase 1a population to be able to receive the Pfizer vaccine without assistance.
Theinitial Pfizer vaccineloses werallocated to hospitals thawere able to administer
975 doses of vaccine to Phase la individuals within 14 days. Thee®igiteeds58 trays
(56,550 dose)f Pfizer vaccine with the firstllocation As the response pgresses,

Pfizer vaccine contingdo be positioned in facilities that are able to exhaust the supply
of 975 dosewvithin 14 days.

1 Moderna vaccineThe initial allocation of Moderna vaccine was 1&). The CDC
required that 36,200 doses from this allocatibe provided to initiate the federal
partnership with Walgreens and CVS to begin vaccinating residents and staff of skilled
nursing facilities (SNF3)he remaindewas distributed to all 95 countidsetween
December 21 and December,Z820.Each countyealth department receivéa
minimum of one box (100 doses) of vaccine from the first allocgapproximately 10%
of the remainingallocationafter doses weraliverted to the federal pharmacy
partnership. Approximately 85% of the remaining doses were allocated to the 95
counties according to their populationshe remaining dosgspproximately five
percentofthe{ G I G S Q& alldiioh) vefelifcated toselectedcounty health
departmentsto provide@ OOAYS R2&4Sa Ay SEOShased 2F G(GKS 02
allocation. These additional allocations were awarded based upon the Social
+dzf YSNI 0AfAGE LYRSE 6{ %L Gecohoyhigallydistréssed (i 6 S 2 F
counties. Beginning in February 20231bsequent allocationkavebeen distributed
amongan expanded set of providers, includingarly 10Gndependentpharmaciesl 30
WalkMart stores and dozens of Federalualified Health Centers and community
health centers across the state.

1 The Janssédohnson& Johnson COWAIN vaccinavas first allocated to the stat®larch
1, 2021. The onéose vaccine is primarily distributed to massccination sites and
some pharmacies and providers.

1 Allocation Strategy:

With each new allocation of vaccineschof the 95 counties is provided a base
minimum allocation of 100 dose€ A @S LISNOSy i 2F GKS-1 G- 6SQa |
vaccines is earmarked by the State for use in targeted areas wittSMiylaluesor
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other indicators of vulnerabilityThirty-five2 ¥ ¢ Sy y SaaSSQanSypof O2dzy (A S
.68 or greater (range .687),placing them at higher risk than more than tiluirds of

countiesin the United StatesTenof these counties are designated esonomically

distressed by the State of TennessBg.providing supplemental doses of vaccines

counties that are disadvantageuhd slower to recover from adversity will be able to

protect a larger portion of their citizens from COMI® more quickly than counties that

are better resourced and able to recover more readillge35 countiesreceiving

supplemental vaccine doses dutheir high social vulnerability index includgedford,

Benton, BledsoeBradley,Campbell, Carroll, Claiborne, Cocke, Crockuter, Gibson,

Grundy, Hamblen, Hancock, Hardeman, Hardin, Hawkins, Haywood, Henderson, Lake
Lauderdale, Lawrencéjncoln, Macon,Madison, McNairy, MorgarQbion, Perry, Rhea,

Scott, Shelby, Unicoi, Warren and Wayrihe remainde2 ¥ G KS { Gl 1SQa | ff 2
COVIEL9 vaccinessdistributed among all 95 counties based upon their populations.

Priority Phases:
With a crosscutting focus on equity, the overarching principle in determining all phasing
decisions iRISK;

1 Risk to our healthcare infrastructuekeeping frontline healthcare workers at the
bedside, while reducing demand on hospital capacity

1 Risk to individual health outcomesprotecting the most vulnerable Tennesseans
first

1 Risk to our society/economypreserving workforce in our highest rigkeas

Populationsare prioritized based upon risk of contracting and spreading the virus, as well as
their risk of morbidity and mortality from COVID. Tennessedas worked through several
iterations of allocation phasebased upon changing recommeriatas of the ACIP and
discussions with the Governdhe UCGand theSakeholderGroup. Tennesse@ glanhas been
updated to includghree allocation phases, based uponriskdng F2 NY¥ SR o6& GKS b! {9
FrameworkThe Tennessee phases differ from thosegmeed by federal agenciesspveral
ways.Phase la of the Tennessee plan is-diMided into two phasesone primarily for in-

patient health care providerdirst responders with direct exposure to the pubbndstaffand
residents of long term caradlities, and a second for those primarily working in qmattient
health care settingsPhase 1b includes teachers and staftlofdcare centers and-K2 schools,
as schools have been disproportionately impactedCi@VIBL9 outbreaks, learning has been
lost, and parentsely on consistenschool schedules in order to remain in the workforce.

Phase 1b also includes other first responders not previously vaccinated in Phase 1al
Subsequent phases are informed by federal recommendations but differ ircthiatl
infrastructure industres aremore narrowly defined due to scarcity of early vaccine supply
Personsges sixteenyearsand older who havéigh-risk health conditiongre included in Phase
1c, whichoccusearlierthan in the federal recommendationélso included in Phase 1c are
household residents and caregivers of medically fragile chil@ea criteria below)n addition,

1Six counties were added to the original list of 29 counties on January 20, [28x#d upon revaluation of the
national social vulnerability index.
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simultaneousagebasedcriteriarun concurretly to the phasesn age brackets beginning with
75-yearolds. Collectively, lhe allocation phaseand simultaneous agbased criteriglace
priority onthose mostat risk of morbdlity and mortalitydue to COVIEL9 and, further, recognize
certaincritical infrastructure workers who have direct public exposure or work in environments
presenting higher risk of exposurelheplacement oromission of angector orindustrywithin
the phases is not a reflection whportanceor worth to sociey or the economy; rather, a
narrow definition of critical infrastructure for purposes of allocation is necessitated by the
scarcity of vaccine supply at presemtd is informed by assessment of rigknployeesn
industriesnot enumerated in the phases IWbecome eligible as their age giis reached,

while persors with high-risk health conditionare includedn Phase 1gregardless of
employmentor industry. Theseupdatedphases are as follovand are subject tadditional
changes pending furthemrecommendations from the ACIP and other federal agencies and the
NBEO2YYSYRI (A2 W&EG a&OVIEKSVackitelSiakepler Graup

Vaccine Allocation Phases (Revised)

Equity is a crosscutting In each population group, vaccine access should be prioritized for geographic areas
consideration: identified through CDC’s Social Vulnerability Index or another more specific index.

Age-Based Criteria:
Risk-Based Phases:

Inpatiel.n and —
other high- 4]
exposure HCW «{  All other HCW

®
DOl e ki2and
3!1\:l¥l'e°t|: live L?nguage e
independently ;%:;:rg‘e?sg . i(:fi:iac;[mcture £
Medically fragile mr::l’:\cga:z (see definition) g Congregate o)

individuals ages
16-17 yrs

CMS workers in

living

Refer to

Grocery workers
. health care with i age-based
First Responders direct patient Corrections criteria for
exposure residents all other
industries
Staff of overnight EEPRRPROINS]
e population.
December 2020 January 2021 March 2021 Q3/aa

Revised March 8, 2021. Estimated timeline and phases are preliminary and subject to change.

Health

All Tennessee countid®ganvaccinating ages 65 and older and Phase 1b effective Monday,
February 22, 202 lennessee countidseganvaccinating?hase leffectiveMarch 8,2021.

9ljdAGe NBYFAYyAa I ONRaaolOdzitAy3ad O2yaARSNIGAZ2Y 27
unlicensed health care workers, low wage earners and those with liraitedss to health care

resources will have access to vaccination. The timeline depicted in the image above is an

estimation and likely to change as it is subject to vaccine supply, shipping, administation

uptake.
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Tennessee counties move through Phebased upoiseveral factors, including the number of
individualsin the current phase in the county, vaccine supply, &adcine uptakeAs such,
countiesmay move through Phases at different rafemm time to time Additionally, 35
countiesreceive vacines in excess of their populatiehased allocations as these counta®
considered at higher risk based upon their Social Vulnerability Index (@vEment of these
high-SVI counties througBhases at a faster rate is intentional, @sing sohelps D protect
vulnerable populations more quickind results in reduced morbidity and mortality from
COVIEL9.

Phase 1al: Health Care, LTCF, First Responders

* Hospital/Free-Standing Emergency
Department Staff with Direct Patient
Exposure and/or Exposure to Potentially-
Infectious Materials

* Home health* care staff

* COVID-19 mass testing site staff

+ Student health providers First Priority

« Staff and Residents of LTCF Age >65y0

Skilled Nursing Facilities, Assisted Cancer

Living Centers, Homes for the Aged, Chronic Kidney Disease

DIDD Residential Centers, Group COPD

Homes -
* First Responders with Direct Public Solid Organ Transplant

Exposure Obesity (BMI >30) o

Police, fire, EMS, rescue squads, Serious Cardiac Disease
corrections officers*, jailers* Sickle Cell Disease
+ Individuals >18yrs who cannot live *Diabetes
independently due to serious chrenic
medical condition or intellectual or
developmental disability
* Individuals ages 16-17yrs who are
medically fragile as defined in Phase 1c

Hospitals and county health departments began vaccinating the Phase 1al population in mid

December 2020. This phase includes those working onteduing, full or partime, in

hospitals and fresstanding emergency departmenighere they have direct patient exposure
and/or exposure to potentialynfectious materials Phase 1al also includes those providing
home health services to patientiose working COVHDO mass testing sites where no other
clinical service is offeredhose providing student health services iflK schools, colleges and
universities andfirst respondersandselect criticapublic safety personnetith direct public
exposure,ncludingpolice, fire, EMSgscue squadsrontline corrections officers and jailers
Tennessee Department of Transportatimadside help truckd, Y R 5 SLJ NI YSy (i
Servicedransportation officers androntline staff working ata seaire residential facility serving
delinquent youth. Also included in Phase 1al are the staff and residents oftemgcare
facilities including skilled nursing facilitiessisted living centers, homes for the aged,
congregate care centers for individsaeceiving services provided by the Tennessee
Department of Intellectual and Developmental Disabilitiddditionally, residents ajroup
homesand other individuals agesl8 years who cannot live independently dueatserious
chronic medical conditioor intellectual or developmental disability are eligible for vaccination
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under Phase 1aks are individuals ages-16 years who are considered medically fragile as
defined in Phase 1c.

While vaccine pplies ardimited, vaccination of Phase lal indivadsiwho are age65 years
and those withhightrisk health conditions (current cancer treatmenhronic kidney disease
(includingrenal failure polycystic kidney disease and those with only one kidredypnic
obstructive pulmonary disease (COPByse with history of solid organ transplar.g.,liver,
kidney, pancreas, heart, lupghose with serious cardiac disease (excluding hypertension),
those with sickle cell disease (excluding sickle cal)ithose requiring treatment for type 1 or
2 diabetes, and those with body mass ind@0 should be priotized over healthier and
younger individuals.

Individuals qualifying for vaccination under Phase 1al mayffieeed vaccindy theiremployer
(if the employeris administering vaccines), through their local health departmenthrough a
partneringhospital.Staff and residents of lorgerm care facilities will be provided vaccinations
through the federal partnership with Walgreens and CVS, in psstiip with a local pharmacy,
or via TDH vaccination strike tean®hase lal individuashould check with their employer or
contact their local health department for more information.

Phase 1a2: Out-Patient Health Care

Other Health Care Workers with Direct

Patient Exposure

+ Primary care providers and staff

+ Outpatient specialty providers and staff working
with acute patients

+  Pharmacists and staff First Priority

+ Patient transport Age >65yo

» Outpatient therapists Cancer

[0
+ Urgent visit center providers and staff (C:gr';)glc Kidney Disease
+ Environmental services .
+ Oral health providers SORd ENEan Ensplant

i >
» Behavioral health providers 0be}sﬂy (BMI. ‘30?
o ient lab f i ith COVID Serious Cardiac Disease
1S;Jtpatl‘ent aboratory staff working wit - Sickle Coll Disease
specimens *Disbet
» Funeral/mortuary workers with direct decedent lapeie
contact
+ Language and sign language interpreters*

+ U.S. Centers for Medicare and Medicaid Services
employees working in healthcare settings and
with direct patient exposure*

m *Updated 02.16.2021
Health

Tennessee divided the federal Phase 1a for health care intgphases (Phase 1al and 1ai)
order to prioritize the protection of the hospital systeimfrastructure Phase 1a2 incluge
individuals working imny aspect obut-patient health careincluding outpatient laboratory

staff working with COVHR9 specimens and funeral and mortuary workers with direct decedent
contact. Phase 12also includes language and sign languiatgrpretersworking in health care
settingsandU.S. Centers for Méchare & Medicaid Services employeesrking in healthcare
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settings with direct patient exposureAs with Phase 1al, individuals at higher risk due to age or
health condition should be vaccinated ahead of younger and healthier individuals in the Phase.

Individuals qualifying for vaccination under Phase 1a2 magffeeed vaccindy their employer

(if the employer is administering vaccines), through their local health department, or through a
partnering hospitalLocal pharmacies are being onboarded to pdewaccinations, but likely

will not bein significant numbeduringPhases 1aPhase 1aindividuals should check with

their employer or contact their local health department for more information.

Age-Based Vaccination

Begins Age Group Est. Pop
Jan 2021 >75 years 462K
Feb >70 years 770K
Feb* >65 years 1.1M
TBD >55 years 2M
TBD >45 years 2.9M
TBD >35 years 3.7M
TBD >25 years 4.7M
TBD >16 years 5.4M
*Added 02.16.2021
Health *Dates are estimates and subject to change

¢ Sy y S aa S-8Iniorbitity and ortality isignificantly higher in older age groypsith
68% of deaths occuring in individuals ag@8 yearsand57% of those ages’5 years who are
hospitalized with COVHD9 not surviving to dischargés the primay goal of the overarching
COVIBEL9 response is to reduce morbidity and mortality, the vaccination plan must prioritize
those individuals at greatest risk firose outcomesAs agebasedprioritization excludesthers
who may be at higher risk of morbidiand mortality due taheir occupation, work
environment, or history of chronic conditions, teeanultaneous use of ageased prioritization
along withprioritization of special populations allowise State to address both categories of
risk at the same ine.

The timelinedepictedabowe is an estimag based upon population size and what is understood
of vaccineallocation and distribution to the State by CDC #émelsupply chainVisibility of
vaccine allocations beyorfekbruary 2021is very limited.This timelinemaylengthen if vaccine
supplyslows, oraccelerate ifdditional vaccine manufactureese able to contribute to vaccine
supply or if uptake of vaccine by the populatisfower than anticipated.
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Due to the ongoing impaaf COVIBEL9 uponeducation in Tennessesnd to support the need
for parents and guardians to continue to woutildcare, preschool, and kindergarten through
twelfth grade teacherschool staffand school bus driversill be prioritized for vaccination in
Phase 1bAlsoincluded in Phase 1b are other first responders, including dispatbiministrative
personneland other emergency communications personnel not included in Phasea%atell
asairfield operations personne&mployed byprimary commerciahnd/or cargo service airports
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